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A SOCIAL STUDY OF WORLD WAR II VETERANS ADMITTED TO
THE BEDFORD VETERANS ADMINISTRATION HOSPITAL IN 194 4
WITH DIAGNOSIS OF DEIi/IENTIA PRAEGOX, PARANOID TYPE
CHAPTER I
INTRODUCTION
Much has been written regarding the symptoms, course,
and treatment of schizophrenia-^ and of its classification,
including the paranoid type which presents so many social
as well as psychiatric problems. This study will concern
itself exclusively with the paranoid type, although it is
recognized that the subclasses of schizophrenia have many
symptoms in common, and any study of the paranoid type must
of necessity refer to the larger classifications of schizo-
phrenia and paranoia.
The group studied will include 133 discharged service
men, the total number of those admitted to the Veterans
Hospital at Bedford, Massachusetts, in the year, 1944, who
were given a diagnosis of Dementia Praecox, Paranoid Type.
This group of World War II veterans had passed through their
various induction centers and had been certified as sound,
physically and emotionally ready to expose themselves to
the rigid routines of training and the fearful experience
^ The terms, "schizophrenia" and "dementia praecox",
were used interchangeably by the staff at the Bedford Vet-
erans Administration Hospital, and both appear in the cur-
rent literature regarding mental illness.
••t Pt'
of active combat.
The diagnosis in each instance was arrived at by the
Medical Staff after presentation and free discussion of the
facts secured from physical, psychological and psychiatric
examinations, as well as social histories secured through
interviews with one or more family members. In some in-
stances the social histories were not included because the
Social Service Unit at that time was too limited by lack
of personnel to secure this information for every patient.
However, in all cases the diagnosis was agreed upon by a
majority of the entire Medical Staff only after observation
and study by its members. The final diagnosis in some in-
stances differed from the tentative diagnosis of a board of
admitting physicians.
This will not be a statistical study, although some
statistics will be included. Social histories, some ex-
tremely inadequate, covering the developmental period were
available in only seventy-five cases. It is to be primarily
a descriptive study of the personality development and
changes, always keeping in mind the environmental setting,
up to and through the actual episode, either in the training
camp or on active duty, which by patient's behavior and
reactions marked him as mentally ill and ultimately led to
his hospitalization, discharge and admission to the Veterans
Administration Hospital. The sixteen histories containing
the most detailed background information have been selected
0• -+
for study.
The problems facing the investigator are three-fold;
Will the study reveal (1) common significant elements
in the family background, (2) abnormal personality traits
common to the group and (3) psychotic or prepsychotic be-
havior in civilian life at any time prior to induction or
enlistment?
Is it possible that a portion of this group might have
been spared for satisfying and useful social intercourse
(1) had they been submitted to early social manipulation, or
(2) had they been spotted by discerning, well-Informed in-
duction boards and spared the threatening situations with
which they were confronted in training and combat?
Were basic personality traits revealed through patient'
behavior during psychotic period? Can the social worker,
through an awareness of significant behavior and a knowledge
of its meaning, aid in the patient's readjustment to his
larger environment at the time of and following his return
to the community?

CHAPTER II
SCHIZOPHRENIA
In the development of the personality there are three
clearly defined processes or stages in the growth of the
structure.
The Id represents:
That portion of the personality from which all ob-
servable effects derive the energy which makes them
manifest. It is the source of instinctual drive, of
emotion and tension, (...) It comprises those elements
of the personality which we refer to as primitive and
unrefined, (...) we feel as though the primal impulses
were not truly part of our own personality, but rather
something acting upon us, >
The impulses of the Id are originally independent
of one another, (,,,) For example, primitive aggression
is the wish to destroy or kill; it has not been fused
with libidinal components which make the desire to give
or to create element of many normal acts of aggression.
They are not organized, disciplined, attenuated, or con-
trolled by morality, or by a fear of consequences. (...)
Besides lack of organization and primitiveness , the
most striking characteristic of the Id is its subordina-
tion to the Pleasure Principle, A need is at its source
a need for immediate gratification, (...)
(...) The Id is the core of the personality, dom-
inating all psychological reactions of the infant in
full accordance with the Pleasure Principle before he
is influenced by socializing forces. (...) In free
association there is abundant evidence that at the core
of even complex and highly civilized acts the impulse
is primitive and possessed of those special character-
istics v;hich define the Id,
Early in life, however, the individual's exper-
iences gradually lead to differentiation of perceptions
of himself and his world, and of Id impulses indulged
without subsequent pain and those that are psychically
punished, A "precipitate" of the experiences forms,
and it is this that Freud designates the "Ego", The

Ego is what each of us means when he speaks of "Self",
when he refers to "I", It comprises those elements of
the personality responsible for perceiving, knowing,
thinking, feeling, choosing, and doing.
Its functions include most of those which distin-
quish man from animal, adult from child. (...) The Ego
is that portion of the personality which enforces re-
pression and inhibition of instinct; it also governs
those intellectual and motor functions through v/hich the
relations of an individual to his environment are main-
tained. The Ego is the EXECUTOR of instinctual energy.
It includes "will", but far more, for it includes admin-
istrative functions which are entirely independent of
CONSCIOUS volitions. (...) But if it is a powerful one,
the impulse, in spite of the Ego's repression, will seek
and achieve in partial outlet of a neurotic symptom.
The necessity of restraining the immediacy and pri-
mitiveness of the Id in one or another way does not a-
rise, however, entirely from the danger of external re-
taliation and disapprobation. The restraint of many im-
pulses, especially those which could be executed with
secrecy, is compelled by authorities which are entirely
functions of the personality itself. In these cases it
is not fear of society, but fear of remorse, fear of the
threats imposed by the phantasies of punishment, that
are effective. These Freud has schematised as the third
component of the personality. He calls it "THE SUPER-
EGO".
These intra-psychic prohibitions are not innate, but
like the Ego functions we have discussed are the results
of development, the "precipitate" of experience. They,
therefore, appear to be Ego functions. On the other
hand, their functions are not those of accentance, re-
jection, and execution, but rather of authority, pro-
hibition, and threat of consequences. The Super-ego is,
therefore, a specialized portion of the Ego, representing
one aspect of the total personality function. (...)
When Super-ego function is conscious, we perceive
it as fear of bad conscience, or as compelling obedience
to an "ideal". But psychoanalysis has shown (...) that
the mandates of the Super-ego are not limited to those
recognized as conscious morality, but include also many
which are unconscious. Again we are indebted to Freud
for showing that there is a portion of our psyche which
reacts not only to the immorality of deeds which are
consciously contemplated, but also to instinctive wishes

6of which we have no conscious cognizance. We may con-
ceal a misdeed from society and escape its retaliation.
But we cannot escape the reaction of the Super-ego to
any impulse, even one which is repressed, (...) ^
Perhaps there is no phase of psychiatry that has
given rise to so much discussion and dispute as has that
concerning the causes and even the nature of mental dis-
ease, (...) It is becoming increasingly emphasized,
hov/ever, that even v;hen they are known to exist, anatom-
ical or physiological disturbances in brain elements can-
not adequately explain the behavior that accompanies
them. In varying degrees this behavior will be colored
by and express the instinctive strivings, affective ex-
periences and other needs and purposes of the patient's
inner life. (...) While other branches of medicine deal
with parts of the organism psychiatry or psychobiology
studies the individual as a whole, as a biologic unit
living in an environment that is essentially social in
nature, and deals with the biopsychic life of an organism,
(,,,) If the disturbances in integration which
lead to personality disorders and maladjustments are in
the organic sphere the disorders are spoken of as physio-
genic. If the integrative disturbances arise in the
field of inner psychic experiences and situations the
disorders are called psychogenic, (,..) Every mental
disorder is an individual problem which can be formu-
lated only after a study of the whole personality, physi-
cal, mental, emotional and social, and of the evolution
of these aspects of the particular personality.^
In a broad sense the mentally ill person is attempting
to escape, through some obscure mechanism, from a set of cir-
cumstances or an unbearable situation which has hurt the ego,
the self, and thwarted the essential feeling of independence
and self-esteem which enable one to carry the weight of in-
dividual problems.
^ Ives Hendrick, Fact s and Theories of Psychoanalysis
,
pp. 143-149.
3 Arthur P. Noyes, Modern Clinical Psychiatry
, pp. 69-70.

The continuous flow of the life adjustment may be blocked
by a single or a series of traumatic experiences or by a pro-
longed distressing situation eventually producing a psychosis.
The adjustment in such cases and the prevention of frank psy-
choses, in the opinion of one group of students of person-
ality and social adjustment, is dependent to a large extent
on the environmental resources available to the individual
for the adequate expression of his basic needs, chief among
which is his search for security.
Illegitimacy and early rejection by one or both parents
are said to be the greatest threats to emotional security.
The insecure child is anxious and fearful, shrinks from com-
petitive situations, and escapes into day-dreaming, seclusive-
ness, stubbornness or a marked degree of aggression.
In the "normal", "average", or socially well-adjust-
ed individual we find a certain orderliness and harmony
in the mental life (,..), Thought is logical, feeling
is congruous, action more or less expedient and fitting,
and sentiments are characterized by a subtle blending
of affect and idea (...), Mental disease is character-
ized by disorderliness of feeling and thinking, by a
disturbance in the harmonious cooperation and coordina-
tion of the various elements and aspects of the person-
ality, and by the consequent disturbance of the patient's
relations to his social environment (...).
It is important to ascertain how the individual handled
the various life situations in the prepsychotic period.
Symptoms, then, are not abnormal functionings of
unitary faculties but are really psychobiological reac-
^ Arthur P. Noyes, Modern C linical Psychiatry, pp. 423-
429.

tions or expressions of the total organism at the mental
level (...). They are the results of many forces, some
internal, some external, and indicate the problems of
the patient and the way he is struggling to meet them,
his aims, strivings and goal. His symptoms may indicate
his inability to deal with such problems as instinctive
drives, a difficult relationship to parents, v/lfe or
children, with a feeling of guilt or insecurity or with
disturbing residuals from past experiences, (...).
(...). Delusions, hallucinations, compulsions and
other symptoms must accordingly be traced back to their
source just as one traces a physical pain back to its
source in order that the factors that produced it may be
understood and removed. (...) Symptoms often represent
the results of various protective and safety devices
adopted in order to serve the ends and aims of the per-
sonality. ^
Frequently there is a history of bizarre behavior for
many years before the acute breakdown, and in these cases
prognosis is less favorable than in cases where an out-going
personality with a variety of interests met the earlier dif-
ficulties of life in a "normal" manner.
The personality is here seen as a river and at any
point its current, its debris, its power are known only
as one understands the source from which these spring.^
Schizophrenia or dementia praecox may be subdivided
loosely into: (1) dementia simplex, (2) hebephrenia, (3)
catatonia, (4) paranoid dementia praecox and (5) mixed type,
with a variety of common symptoms.
The general pattern of schizophrenic symptoms resembles
the introverted type of personality, in marked contrast to
^ Arthur P. Noyes, Modern Clinical Psychiatry, pp. 95-96.
6 James S. Plant, Personality and the Cultural Pattern
,
p. 8.

the extroverted personality of the manic-depressives. How-
ever It Is extremely difficult to make such simple general-
izations as to type behavior since It has been demonstrated
that there Is no clear-cut dividing line, and the symptoms
of one classification often cross that line to appear in an-
other group.
The most distinctive features of the preschlzold state
Is the development of the negatlvlstlc
,
jealous, anxious, In-
trospective and self-centered personality. As the disease
progresses there Is a gradual Increase of emotional Indiffer-
ence to the outside world. Incoherence of Ideational associa-
tions, bizarre fantasy thinking, progressively defective judg-
ment, marked deterioration of the mental life, and the In-
dividual Is controlled by a multiplicity of delusions and
hallucinations.
To the observer this deterioration may be at first so
slight as to be scarcely perceptible, perhaps only a slug-
gishness or an emotional or Intellectual Indifference grad-
ually developing Into Impulsive, purposeless behavior, and
In some cases certain physical changes take place.
The deterioration characteristic of schizophrenia Is
thought by some to be the result not of soraato-pathology but
a socioblologlc Inferiority which reveals Itself when the in-
dividual meets frustration in a complex environment.
Certain cases develop organized delusions of a persecu-
tory or grandiose nature often accompanied by periods of great

excitability with marked hallucinations and an amazing flow
of fantasy. This is a mixed type having the symptomatology
of both schizophrenia and true paranoia, and its course is
much the same as that of other schizophrenic types ending in
personality disorganization and marked mental deterioration.
True paranoia as distinguished from schizophrenia
is characterized by conceit, extreme suspiciousness,
persecutory ideas, egocentricity , and projection of
false ideas and purposes onto other persons (...). E-
vents or ideas (,..) are misconstrued, twisted, changed,
and falsified unconsciously by the paranoiac to fit his
own delusional system (,..), Having "suffered" from
real or imaginary wrongs, believing themselves to have
been "tormented" by some other persons, the paranoiacs
may seek legal redress, or even go so far as to avenge
themselves by physical attack on these other individ-
uals,'^
It has been demonstrated that although schozphrenia in-
volves varying degrees of deterioration, certain cases do re-
cover, at least temporarily, without apparent damage to the
personality. Prognosis appears to be less hopeful in cases
where the prepsychotic personality was, over a period of
years, markedly seclusive, asocial and peculiar, psychosis
appearing to be the outgrowth of deepseated defensive traits.
If the onset of the illness has come rapidly the prognosis
is more favorable, and some make a fairly adequate social
adjustment. It is this group, as well as those in the pre-
psychotic stages, which presents the greater challenge to the
resources of social work.
' Kimball Young, Personality and Problems of Adjustment,
p. 716,

Gradually it is becoming appreciated that the time
to treat schizophrenia is before the patient reaches the
hospital for mental diseases, v/hen he still possesses
some insight (...) v/hen he still wants to be helped,
while the conflicts and mechanisms, not yet concealed
by a mass of superimposed symptoms, are comparatively
undisguised, while the capacity of the emotional forces
for readjusting themselves is still retained, and habits
have not yet deteriorated. The tendency is more and
more to believe that some type of psychotherapy should
be undertaken at this stage,
°
Arthur P. Noyes, Modern Clinical Psychiatry
, p. 470
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CHAPTER III
PSYCHIATRIC CASUALTIES
By far the greater percentage of returned combat
men who become ineffective soldiers through obstinate
psychoneurotic symptomatology are found to have either
evidence of longstanding personality conflicts, with
origins predating military service, or important situa-
tional problems in the present circumstances (..,). It
has been seen that instruction in the nature of emotions,
and in its effects, does, in fact, prepare men for con-
trolling their reactions to it,
(...) Men are not made insane or psychotic by mili-
tary service. The rate of incidence of the psychoses
does not vary in war or peace, (But it is war which by
its very nature so weakens the individual already un-
equiped to endure a highly threatening traumatic situa-
tion that he breaks while the men beside him somehow
carry on.) It was a combination of regimentation, mono-
tony, confusion, danger, hard work— and long, black
nights. It became part of his life.
His former life v/asn't always full of everything
he wanted, but at least he could be pretty sure of what
it was like and where it led. And there was a certain
amount of security in that knowledge that helped him
along (...).
There's fear of the unknown. Fear of being killed.
Fear of possible personal failure when the chips are
down. Fear of a lot of things. No-one really overcomes
the feeling of fear ( . .
.
) . What really counts is how
fear is controlled.^
In the early months of World War II when psychiatric
casualties began to return to their communities, it was re-
cognized that social follow-up would be necessary, but little
was available. Resources for dealing with pre-psychotic and
post-psychotic cases were distressingly limited prior to the
y David G-. Wright, "The Veteran Comes Home", The Compas s,
26: 8, June, 1945.

War, but the fact that these new casualties rere veterans
who fell 111 in the service of mankind brought the problem
and its challenge to social workers into sharp relief.
Most servicemen, of whatever branch or rank, long, more
or less intensely, for the day when they will return to a
community, idealized by separation, which will provide accep-
tance, satisfying personal relationships with families and
associates, and freedom from economic want.
The man who has distinguished himself in service, who
has made a satisfactory record, or who has been discharged
because of injury or physical illness incurred in action will
be reabsorbed in most instances by the community to which he
returns. However, the psychiatric casualty, although he,
too, may have distinguished himself in service, faces the
possibility of economic insecurity and rejection or at least
lack of understanding on the part of family and community.
The employer often lacks confidence in the individual with a
history of mental illness. No matter how enlightened our
society has become in these matters, there is present in some
instances an exaggerated fear of the man who has "changed",
who may become violent, irresponsible, has been "crazy" and
continues to carry the stigma of the mental hospital. The
man whose illness makes return to his former satisfactory em-
ployment impractical, is doubly handicapped because, already
uncertain of his place in the community, he must find that

place in the face of tremendous odds.
The post-psychotic patient, sensitive regarding his ill-
ness, in many cases worries about how he will be received,
feels that he is "no good" in contrast to his more fortunate
companion-at-arms
,
The psychiatric patient, aware of his inadequacy, wel-
comes return to his family, the original foundation of se-
curity, but dreads the manner of its welcome. It is funda-
mental to mankind, to want to belong, to possess and be
possessed by parents, wives and friends, but an enforced de-
pendency on loved ones presents a devastating threat to the
male ego. Many parents and wives, without sufficient know-
ledge of the illness and its implications, aggressively seek
the return of their sons and husbands, only to eradicate the
progress made in the mental hospital or Veterans' Adminis-
tration Hospital by smothering the patient with anxiety and
overprotectiveness . V/ives fear the men who return to them
"different" and often reject them out of an oversolicitude
for their own futures. Many families consider mental ill-
ness an uneradicable stigma and its bearer to be shunned or
hidden away from inquiring friends and neighbors.
Often there is a renewal of an old rivalry situation in
cases where men are discharged as unfit while brothers and
sisters may be winning medals in service, A question in the
minds of many returning men concerns the method by which they

will explain their particular type of discharge. Since the
mass exodus of men from military service this question has
caused less anxiety as the man has become one of many and his
presence in civilian clothes is now taken for granted, but to
the sensitive, uncertain psychiatric casualty the question is
ever present in his mind.
Another problem presents itself in the sudden withdrawal
of male companionship and the daily life-sharing. In the
long months or years in service and finally in the hospital
these men have adjusted to their "buddies" who have become
their intimates, the men who experienced v/ith them training,
passes, the day on which they "shoved off", active combat,
fear of death and love of life, and they feel that no one at
home, and rightly so, can ever understand these matters so
close to their hearts.

CHAPTER IV
THE ROLE OF THE PSYCHIATRIC SOCIAL WORKER IN PLANNING
FOR THE POST-PSYCHOTIC PATIENT
The world in its postwar readjustment is undergoing a
mass upheaval which is met by an unprepared humanity by neu-
rotic symptoms and acute mental illness in far too many cases.
In the United States millions of men were hurled, suddenly
and without preparation, into the maelstrom of war, for many
an experience of such traumatic proportions that their only
refuge was mental illness. Large numbers of those men who
reached the mental hospital have been discharged, perhaps be-
cause of the mind's thus-far unexplained power of survival,
after relatively short periods of time, symptoms receding
quickly after removal from security-threatening situations.
Medicine and social work have become increasingly aware
of the need of these individuals, unequipped to meet the so-
cial complexities unaided, for a link between the period of
psychiatric study and treatment and the return to the com-
petitive world. It has been recognized that the psychiatric
social worker is a most effective intermediary for the psy-
chiatric casualty suddenly removed from the complete pro-
tection of the hospital and set down in the larger community
where he must either survive or perish,
,
If he is to survive, he will need assistance in rebuild-
ing family and community relationship, becoming self-support-
ing, filling his free time with absorbing, satisfying activi-
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ties and maintaining contact, if necessary, with medical and
psychiatric clinics. If he is to perish emotionally, it may
be because he has not had sufficient assistance in the re-
adjustment process, and he has been overcome by the threat
and confusion of problems too great for a weakened person-
ality structure to cope with.
In this paper the investigator will be concerned with
the psychiatric patient who, if he recovers sufficiently to
leave the Veterans' Administration Hospital, v/ill carry with
him a diagnosis of mental illness v/ith all its dark implica-
tions.
The physician, the psychiatrist, and the social worker,
in their zeal to bring mental illness out on to the wind-
swept hilltop of tolerance and understanding, sometimes lose
sight of the fact that the world has not yet shaken itself
free of the shackles of superstition, horror and shame in the
presence of the mentally ill. Where there is lack of under-
standing, there is intolerance, rejection, and a primitive
cruelty as the "normal" individual turns in fear from the
mentally ill.
The psychiatric social worker is the vital link betvreen
the post-psychotic patient and the family, the employer, the
recreation center, the clinic, etc., between the patient and
the ¥7orld to which he must return. There is a major task of
interpretation of mental illness as stemming from personal

inadequacies as well as social frustrations and unbearable
situations, and the assistance and cooperation of the commun-
ity is sought by the social worker.
Whether the psychiatric social v;orker dealing with the
post-psychotic veteran is employed by the Veterans' Adminis-
tration Hospital, the clinic or the private agency matters
little. The vital issue is how to reach the patient with the
greatest degree of efficiency and service.
If the psychiatric social worker is employed in the Vet-
erans' Administration Hospital contact is made with the pa-
tient, as frequently as circumstances permit, after he has
emerged from the acute stage of his illness and indicates by
his progress that he is going to recover sufficiently to re-
turn to the community.
The wounded ego of the discharged veteran who is a fail-
ure in the eyes of the world and of himself needs the friend-
ship and the help of a social worker who has time to sit down
and listen to his problems and his therapeutic outpourings
prior to and during the first difficult days and weeks of the
readjustment period. The necessity of a broad tolerance,
understanding, and acceptance in the worker-client relation-
ship cannot be o verstressed. The social worker who is well-
balanced in his or her own inner and social life need not be
on guard against extending the warm hand of friendship. The
need to belong is basic, and the veteran may turn to the temp-
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orary, controlled relationship with the worker during the in-
terim when old community relationships are being renewed and
new ones built. The woman worker must realize that invariably
she will symbolize to the patient a mother, sister, or friend,
and this is healthy and normal as long as the worker holds
the controls and uses the relationship to guide the patient
into more permanent relationships.
If the patient has family members or friends who visit
during hospitalization, contact is made with them for the
purpose of discussing and working out plans for the patient's
future.
.
.
In many ways both American parents and American
society as a whole encourage and even force an individ-
ual to maintain an emotional dependence for long years
after he has become biologically self-sufficient.-'-^
In the case of the overprotective , oversolicitous parent
the ultimate goal of the worker is to wean the patient away
from overdependence , but this is a gradual process of en-
couraging adult independence through employment, recreational
activities and a broader field of social contacts.
Military service often accentuates dependency so that
the normal process of emancipation from parents in many cases
is halted and the adolescent boy who has been called upon to
become a man prematurely is actually more dependent on his
family when he returns to it than he was before his months
or years in service.
10 Roy R. G-rinker, and others, Men Under Stress, p. 456,

For purposes of treatment dependency Is exploited, the
alert worker timing the directive process in such a way as to
take the greatest advantage of the patient's periods of ego-
assertion.
The veteran as well as his family may be overwhelmed and
hopelessly confused by the complexities of the readjustment
period. It is the worker who keeps a clear view of the goals
and paves the way for the men who must inevitably drav; from
the best resources of the community in the process of read-
justment. She is equipped with a thorough knowledge of the
G. I. Bill of Rights and of the community agents to whom the
veteran is to be directed for assistance on such matters as
insurance, disability compensation and education.
In the cases of post-psychotic patients there are often
physical handicaps necessitating frequent check-up, treatment,
and medication. If patient is not in a position to be cared
for by a private physician, clinic care is made available to
him, and it is the social worker who effects the contact.
Employment is one of the most effective forms of therapy
as soon as the patient is ready for it. Employment counsel-
ling and guidance with particular reference to individual
skills and handicaps is available to a limited degree and
contacts made by the social worker in those cases where the
patient does not display the initiative or ability to seek
out this service himself.
The discharged veteran is often restless and keenly ^—-^p
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of the lack of organized recreational activities, lonely and
cut off from the associations with men with whom he shared
his former life in a unique intimacy. Various veterans' or-
ganizations offer an opportunity to renew contacts with other
discharged men facing similar readjustment problems. The
YWCA and other organized educational-recreational centres
offer group contacts and a place to go. The churches have
been called upon to assist not only in offering spiritual
comfort but in stimulating free-time interests.
The social worker must not be impatient for results,
must avoid such extremes as oversolicitude, indifference or
aggressive direction, must not become discouraged by the pa-
tient's refusal to accept direction, and must not attempt to
push the patient beyond his capacities, but be particularly
alert to each new plateau v/hich patient reaches in his strug-
gle toward readjustment. There should be at all times a bal-
ance between "doing for" the patient, "doing with" the pa-
tient, and allowing him to "do" for himself.
It
I
CHAPTER V
TABLES
For descriptive purposes some facts were tabulated for
the total group of 133 patients studied.
Table I
AGE ON AmiSSION TO HOSPITAL
Years Number
12
33
33
26
16
8
5
Total 133
Since men v/ere not accepted for military service below
the age of eighteen, all the patients studied were eighteen
years of age or over. Half of the breakdowns occurred be-
tween the ages of twentj/'-two and twenty-nine. However,
twelve occurred between eighteen and twenty-one, sixteen in
the raid- twenties, and a few (five) extended into middle-age.
18-21
22-25
26-29
30-33
34-37
38-41
42-45

Table II
RELIGION
Group Number
Undetermined 2
Protestant 40 .
Jewish 6 .
None 1
. Total 133
In two cases religion was unknown to inveB tigator. Only
one history revealed that patient adhered to no formal re-
ligion. In view of the fact that this particular Hospital
drew its population from an industrial area predominantly
Roman Catholic, it probably is of no particular significance
that eight-four of the cases studied were Roman Catholic,
forty of the Protestant denominations, and six Jewish,
. _ . .
. .
Table III
MARITAL STATUS ......
Single 111
Married
. , , . 18
Divorced 4
Total 133
Since all of the men included in the group were of marr-
iagable age it is significant that 111 patients had never been
married. Eighteen were married at time of study, and four had
been divorced prior to or during service.

Table IV
EDUCATION
G-rammar School
3rd grade 1
4th " 2
6th " 2
7th " 10
8th " 15
High School
1st year 15
2nd " 8
3rd " 11
4th " 28
College
1st year , 6
2nd " 1
3rd " 1
4th " 1
Vocational or Pro fessi onal School
Without Completing High School 5
High Schoo l & Vocational School 3
Ph.D. 1
M.D. 1
Educated in Syria 1
Educated in Italy 1
Law School 2
Unknown 18
Total 133
In eighteen cases history did not reveal the extent of
education. Two patients had been educated in Europe prior
to immigrating to the United States with their families, bu

records did not Indicate type or extent of training received.
Three were partially illiterate, one having completed only
the third grade and two the fourth. Twenty-seven left school
to take employment after completing the sixth, seventh or
eighth grades. Sixty- tvv'o entered high school, i.e. the ninth
grade, and of this number twenty-eight completed the four-
year high school course. Nine entered college, and of this
group one completed the fourth year. Eight attended voca-
tional or professional schools with or without completing
high school courses previously. Four went on to graduate
work, tv,'o completing law courses, one obtaining a degree of
Ph.D. and one, the degree of M,D,

Table V
SEX ADJUSTMENT
Type of Adjustment No.
Normal 38
Very Little Interest 10
Bisexual Activity 1
Limited Heterosexual Activity 13
Homosexual Activity 4
Disgusted by Heterosexual Activity 2
Needed Stimuli for Heterosexual Activity 1
No Intercourse but Interested 8
Abnormal Practices 4
Latent Homosexuality without Actual Practice 1
Incest 2
Abnormal Practice with Excessive Masturbation 1
Rape of Child and Promiscuity 1
Homosexual Activity and Abnormal Practices 1
Excessive Masturbation without Intercourse 1
Unknown 45
Total > 133
Forty-five of the patients studied were evasive regard-
ing sex life and histories failed to disclose any information
regarding this phase of patient's adjustment. Thirty-eight
were considered to have made normal sexual adjustments either
within or without the marriage status. In ten cases thres-
hold of sexual excitement was high and men had never shown
a normal degree of interest in their sexual lives. Thirteen
had had only an unusually limited amount of heterosexual
activity, but at least approached the normal state. Eight
had had no intercourse due to emotional conflicts or social
prohibitions but displayed a normal desire for sexual ex-
pression. One indulged in excessive masturbation without

Intercourse, One needed artificial stimuli before inter-
course. .
Seventeen disclosed some sexual pathology in the forms
of (1) bisexual or homosexual tendencies or actual practices
with or without normal heterosexual activity or abnormal
practices, (2) incest, (3) reaction of disgust, (4) abnormal
practices with or without masturbation, and (5) rape and prom
iscuity.
Table VI
LENGTH OF SERVICE
Time No.
6 months or less 12
6 months to 1 year 21
1 year to 2 years 46
2 years to 3 years 24
3 years to 4 years 22
4 years to 5 years 2
5 years to 6 years 1
6 years to 7 years 1
9 years to 10 years 1
Undetermined 3
Total 133 Av. 2
Records in the cases of three patients who had been
transferred to another Hospital did not disclose the length
of service. In thirty- three instances hospitalization took
place within the first year, in seventy cases within from one
to three years, in twenty- two cases in the fourth year, in
five cases in the fifth to the seventh year, and in one case
s
in the tenth year. Average length of service prior to hos-
pitalization was twenty-four point three months.
Table VII
LENGTH OF HOSPITALIZATION
Time No,
In hospital at time of study 53
10 days or less 7
11 to 20 days 4
21 to 30 days 13
31 to 40 days 16
41 to 50 days 6
51 to 60 days 4
61 to 70 days 4
71 to 80 days 6
81 to 90 days 3
91 to 100 days 0
101 to 200 days 12
201 to 300 days 3
301 to 400 days 2
Total 133 Mean 71.5
days
Length of hospitalization is not an accurate measure of
the time elapsing prior to remission since in many instances
patients were discharged against medical advice on the in-
sistance of their families. Seven left the Hospital v;ithin
the first ten days, seventeen between eleven and thirty days,
twenty-six between thirty-one and sixty days, thirteen be-
tween sixty-one and ninety days, seventeen remained over 100
days with 400 days being the maximum stay and sixty-seven
point four the mean number of days of hospitalization.

CHAPTER VI
CASE STUDIES
It will be the purpose of this study to describe (1) the
socially significant factors in the family set-up which appear
common to the group and which, as an integral part of the
patient's environment, played a role in the molding of his
personality; (2) to describe abnormal trends appearing at
some time throughout the developmental years; (3) to present
the behavior directly preceding and resulting in hospitalizar-
tion; and (4) to discover such basic personality trends as
were revealed through overt behavior, reactions and attitudes
during period of treatment and observation in the Hospital,
CASE NO. 1
JOHN -
Twenty-four years old, white, American-born, single
man enlisted in the Army on November 29, 1941, was a
private in rank, and was admitted to the Veterans Ad-
ministration Hospital from an Array station hospital on
January 21, 1944.
Patient was one of four children of Turkish parents.
Extent of conflicting social standards between Turkish
parents and American-born children was not revealed in
history but should be kept in mind as of possible signi-
ficance. Religion of family was Armenian Apostolic, but
patient expressed very little interest in it. Occupation
of father was that of painter. Mother died in 1957 of
a kidney disease, A paternal aunt was hospitalized with
a diagnosis of Manic-Depressive , Manic Type,
Early personality was described as generous and
friendly, but a "show-off", seeking attention, and basic-
ally insecure. Patient repeated the sixth grade, but
school record was otherwise satisfactory until he tru-
anted in the eighth grade, thus openly rebelling against
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the established, social order for the first time. After
leaving school patient was employed for only short per-
iods as a jewelry polisher.
Breakdown in sexual standards in raid-adolescence
followed the sudden and violent death of a girl-friend.
Moral code became defective, patient referred to himself
as a "wolf", had a court record for theft and attempted
suicide on one occasion. Father considered him a "bum",
unfit to live with, and expressed no interest in him;
therefore, patient who had not yet established his own
family unit, had no close ties at time of enlistment at
the age of twenty-one.
Patient was apathetic during Army life. In 1943
while serving a sentence for rape of a seven-year old
girl, behavior became peculiar, and he reo'viested. hos-
pitalization. Onset of acute symptoms coincided with
refusal of authorities to grant a furlough from Jail to
visit his girl. Early symptoms included apathy, depress-
ion and sexual delusions involving his sister. He was
depressed and adraitted auditory hallucinations including
his brother's voice.
On admission to Veterans Hospital physical and neu-
rological examinations revealed hyperactive reflexes,
multiple sclerosis and absense of right testicle. Pa-
tient was indifferent, did not care whether he lived or
died, admitted that he had attempted suicide v/hen younger
because he was discouraged with life. Attitude of hope-
lessness and indifference continued to bp evident. He
felt someone wanted to kill him, possibly the father of
the child he had assaulted. However, he heard God's
voice telling him to build himself up for work. As in
civilian life, he continued to be quiet, neat, friendly,
and mixed well with other patients. Sexual maladjust-
ment continued to reveal itself in overt advances of a
bisexual nature, and guilty feelings regarding past be-
havior found expression in fears.
Although indifferent about leaving the hospital
since family did not want him and he was without plans
for the future, he eloped and was returned on two occa-
sions.
• • •
Significant factors revealed in the family set-up of
this man were the probable conflict of social standards be-

tween Turkish parents and. American-born children, father's
rejection of patient in adolescence, and the mental illness
of paternal aunt.
Abnormal personality trends for many years prior to acute
illness were evidenced in attention-seeking behavior, truancy,
defective moral code, gambling, theft, rape, sexual promis-
cuity, and suicidal attempt. Behavior in view of later de-
velopment of frank psychosis might be classified as prepsycho-
tic.
Significant behavior prior to hospitalization included
apathy during Army life, abnormal sexual activity in the form
of rape, depression following failure to obtain a furlough,
and finally delusions and hallucinations involving members of
his family.
Significant personality trends revealed during hospital-
ization included a general indifference with no plans for the
future, A superficial adjustment to the demands of a pro-
tective environment, which found him cooperative, and friend-
ly, partially obscured a fundamental fear of the forces of
society from which he attempted to escape and a v/ish for death
expressed by nihilistic ideas. Inadequate adjustment in the
sexual area was expressed by bisexual advances.
Prognosis in this case was poor because prepsychotic be-
havior dated back to early childhood, adjustment had never
been adequate, and there was no sound personality structure

on which to rebuild. Social adjustment was further threatened
by diagnosis of multiple sclerosis which in time would render
patient unemployable and a permanent physical health problem.
CASE NO. 2
ANDREW
Twenty- three year old, white, American-born, single
man enlisted in the Navy on January 13, 1942, and was
discharged on September 25, 1942. Rank was that of Sea-
man second-class. He was admitted to the Veterans Ad-
ministration Hospital on January 6, 1944, from the Bos-
ton State Hospital with diagnosis of Dementia Praecox,
Other Types, condition unimproved.
Patient was seventh of eight children of Irish par-
ents. Religion of family was Roman Catholic. Occupa-
tion of father was that of bridge painter.
To all appearances patient appeared to make a nor-
mal physical and emotiona.l adjustment during childhood
and early adolescence, and it was noted that memory and
Judgment were always good. Patient graduated from high
school, attended a school of accounting for three years
and was a zealous student. Patient was a good dancer,
and had normal associations with girls. He was engaged
at one time but left this girl because of a difference
of religion. Inadequacy first revealed itself when faced
with the need to find his place in the competitive econ-
omic world. Although a trained accountant, employment
which patient sought required manual dexterity and not
mental concentration primarily. He was first employed
as a brakeraan and later as a pipe-fitter's helper, leav-
ing the latter because the noise and rough talk of the
ship-yard irritated him. Although formerly well-adjusted
socially, out-going, fun-loving, a good mixer, loved by
friends and family, he became a social misfit in his Job,
withdrawing from associations which were distasteful to
him.
Patient entered service voluntarily, but six months
later, while on furlough, expressed his insecurity and
failure to adjust to the new life, to him a repetition
of the distasteful shipyard life, by drunkenness and
aggressive behavior. He v;as arrested on two occasions
for drunkenness, accused his mother of not wanting him.
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spoke in loud tones, and quarrelled with his brother.
On being discharged as unfit for service, itself a threat
to his emotional security, he resumed employment in the
shipyard where first symptoms had been evident, again
complained of noise, and at home became destructive,
impulsive, and unpredictable. He claimed to be perse-
cuted by Jews and politicians, thought brother was going
to kill him, threatened to kill his sister as she was
too good for the Nazis, and then threatened suicide. He
also said he wanted to be a priest.
Patient was admitted to the Boston State Hospital
on October 20, 1943, and was transferred to the Veterans
Administration Hospital two and a half months later. On
admission persecutory trend continued to be marked. De-
lusions regarding sister were persistent. He was over-
active, noisy, voluble, facetious, evasive, hypercriti-
cal, abusive and confused. Patient lacked insight, mini-
mized his condition, and denied hallucinations and de-
lusions. After a period of 8.djustment, patient was
transferred from disturbed ward as im.proved but con-
tinued flighty, silly, unpredictable, troublesome, and
needed close supervision. On reaching the parole build-
ing patient still harbored delusions regarding his sis-
ter but wan friendly, v;ell-behaved, and a good vjorker,
had some insight but continued to minimize his condition.
Family was interested, but mother needed interpretation
of the illness as she considered it a stigma.
Patient left the Hospital on trial visit on October
9, 1944,
Nothing of significance is revealed in the family his-
tory of this man, and personality development appeared nor-
mal until he entered the competitive field of employment where
emotional immaturity first revealed itself.
Six months after joining the Navy patient was discharged
as unfit, and first symptoms of the acute stage of his ill-
ness included excessive drinking and aggressive, im.pulsive,
destructive behavior, hallucination, delusions, and homicidal
as well as suicidal threats.
i
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During hospitalization persecutory trend, first noted in
the shipyard employment situation, continued to be in evi-
dence. Patient continued to derive satisfaction from a steady
work routine. Improvement was steady in the controlled, pro-
tected hospital environment, and an extroverted personality
aided him in finding his place among his associates.
Prognosis was fair, although psychotic symptoms predated
the unbearable situation which precipitated acute attack.
CASE NO. 3
CLOID
Twenty-seven year old, white, American-born, single
man entered the Army on April 17, 1942, was a private in
rank, and was admitted to the Veterans Administration
Hospital on April 18, 1944, from an Army general hospi-
tal.
Patient was one of two children, a sister having
died at the age of six. Religion of family was Roman
Catholic. Father, born in Syria, weaver by trade, had
been separated from family since patient was eight years
old, after which there was no male figure in the family
group. Child' s developmental years were spent with over-
solicitous grandmother and nervous mother who supported
the home by her earnings as a skilled weaver. Both wcrnen
became overpro tection of child following death of sister
and desertion by father; thus the natural development of
a feeling of independence was prevented. Early person-
ality difficulties were revealed in enuresis, itself a
form of indirect protest, until the age of five, inver-
sion, and an overemphasis on religion. As a child pa-
tient was sickly and at the age of ten injured his head
and spine. Stature was inferior.
Patient graduated from high school, attended one
year at a business college and one year at a university.
However, he did not make adequate use of his training,
and occupations were manual. As a fruit and vegetable
clerk and later as a drill press operator adjustment was
satisfactory, and he contributed a portion of his earn-
ings to his mother on whom he continued to be overdepend-

ent.
Although described as introverted, patient made
friends easily and enjoyed fun. Personality was peace-
ful, and he was deeply religious. He enjoyed outdoor
activities and was a heavy smoker. Heterosexual ad-
justment was normal as far as known.
Patient entered service at the age of twenty-five,
completed his period of basic training, and was overseas
when increased nervous tension and delusions of power
were noted. He became suspicious, circumstantial, ram-
bling, overproductive , and displayed poor insight.
It is significant that recovery was rapid as soon
as patient was removed from the threatening situation.
On admission to Hospital he felt much improved, admitted
bizarre ideas in the past but felt that others had mis-
understood him. In the hospital he was quiet, compla-
cent, compliant, enjoyed group activities and made an
excellent adjustment. He wore lifts to compensate for
inferior stature. Patient was discharged May 12, 1944.
In this case the pattern of familial determinants shap-
ing an inadequate personality included death of sister, fath-
er's rejection by desertion, lack of male figure in the home,
and overprotection of mother and grandmother.
Early personality development was interrupted by the
traumata of loss—of sister and of father— and the emotion-
ally disturbing circumstances leading up to these events.
Until the age of five patient found in enuresis a distorted
expression of his aggression against the oversolici tous
,
dominating women in his immediate environment. During the
latency period enuresis was replaced by introversion. As
patient progressed through adolescence he found normal out-
let, at the price of increased nervous tension, in religion,

heavy smoking, and outdoor life. Early personality was fer-
tile ground for psychopathy, but actually he was able to cope
with his various situations and was probably gaining some
slight degree of emotional independence when suddenly faced
with a repetition in the Array of early overprotectivene ss and
limitations against which he rebelled through psychotic be-
havior, since he v/as unprepared to defend himself against
frustration on such a large scale.
While in service prior to hospitalization patient became
suspicious, overproductive
,
deluded, and displayed increased
nervous tension. The pressure of adult controls in childhood
had prevented the free growth of the ego. However, within
the framework of his illness was included the compensating
delusion of pov/er.
Patient recovered quickly, at time of hospitalization
still felt misunderstood, but general adjustment had improved.
As previously, he derived satisfaction from group contacts
and activities. Prognosis in this case was good,
CASE NO, 4
ARTHUR
Thirty-three year old, white, Protestant, American-
born, thrice-married man was inducted into the Army on
June 2, 1943, was a private in rank, and was admitted
to the Veterans Hospital from court on June 9, 1944,
Patient was the only child of a nomadic, maladjust-
ed, unmarried mother who was described as the "black
sheep" of her family from whom she became estranged in
adolescence. Mother and child wandered around the coun-
i
try living on mother's irregular earnings as a domestic.
From earliest childhood patient was marked by shabby,
inadequate clothing, and the fact that he had no roots,
no family he could point to as his own. Deeply inse-
cure, he nurtured a "grief", suffered a persistent feel-
ing of inferiority, and, driven, by the basic need to
survive in a threatening, hostile world, he had no opp-
ortunity to develop a "normal" personality.
Mother died at the age of fifty- two, leaving pa-
tient, still in the adolescent period, with little on
which to build his future life. Nomadic tendencies
persisted, he was on the defensive and concealed a nor-
mal desire for affection and roots. Attitude was that
there was no point in trying to get ahead.
Patient made three unsuccessful marriages. Rest-
lessness, quick temper, and failure to assume responsi-
bility prevented the establishment of a permanent fam-
ily unit on an adult level. First marriage at twenty-
two was happy for a brief period, couple had one child,
but wife finally divorced patient because of his fail-
ure to provide adequately for family, Tv;o weeks after
second marriage patient learned that wife had infected
him with a venereal disease, couple separated and pa-
tient secured divorce. Third wife, by whom patient had
one child, divorced him because she was "disappointed"
in him. Patient in turn accused her of infidelity.
Patient's employment v/as that of steamfitter and
later machinist, Hov/ever, occupational adjustment was
only fair because he left jobs when he felt people dis-
liked or imposed on him.
Patient was inducted at the age of thirty- two, was
unable to adjust to Army discipline and routines, felt
"pushed around", and was discharged as unfit for ser-
vice after five months, with the emotional burden of
one more failure. Seven months later search for natur-
al father ended in psychotic behavior, arrest for va-
grancy, and finally hospitalization.
On admission patient was actively psychotic, re-
vealed ideas of reference, was guarded, suspicious,
circumspect, aloof, asocial, submissive, indolent and
apathetic, in keeping with the already well-established
personality pattern. Two months after admission he
eloped, was aporehended by police and admitted to an-
other Hospital. This behavior was also in keeping with
prepsychotic behavior and his need to escape from a
prolonged unbearable situation.
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Significant factors in patient's family background were
his illegitimacy, lack of a father image, rejection of mother
by family which considered her inferior and projected this
feeling to her son, and a nomadic way of life which prevented
the establishment of a permanent home or social contacts.
Out of his abnormal, deeply frustrating social situation
patient developed prepsychotic behavior and attitudes in-
cluding a "grief" against society which had failed him, was
constantly on the defensive because he knew no security, and
nomadic tendencies as well as marital failures reached patho-
logical proportions. Patient felt inferior, hopeless and per-
secuted.
Behavior while in service revealed an inability to adjust
due to deep-seated, unresolved conflicts, and he was dis-
charged as unfit, A compulsion to find his father resulted
in a fruitless search and patient became actively psychotic.
Behavior during illness followed closely that of the life
pattern, and patient continued to be suspicious, aloof, in-
different and without goals. This man had no resources, ei-
ther social or personal, with which to rebuild his shattered
world in early middleage. As in childhood, he had escaped
from unpleasant situations by moving on, so patient escaped
from the confinement of the hospital by eloping after two
months. Prognosis for recovery was extremely poor.
i
CASE NO. 5
GEORGE
Eighteen-year old, white, American-born, Roman
Catholic, single man entered a Naval Training School
on March 29, 1944, and was admitted to the Veterans
Hospital from a Naval Hospital on August 4, 1944,
Patient was one of five children. Relationship
with three sisters appeared satisfactory, and brother
was his constant companion and advisor. Father, an
American-born mill worker, had a positive comradeship
Vi'ith patient. Mother, born in Ireland, was high-strung,
excitable, and had many neurotic complaints.
At the age of seven patient suffered severe emo-
tional trauma when he saw his mother carried away in
an ambulance follo?;ing an automobile accident. Al-
though mother recovered, patient displayed neurotic
symptoms, was nervous and had fainting spells. He con-
tinued to be overdependent on brother and strongly at-
tached to neurotic mother, and entire family was over-
solicitous. Patient was an average student interested,
in mechanics, and graduated from high school at seven-
teen, after which he was employed in a machine shop.
However, schizoid tendencies were revealed in early
personality. During school years patient was active
but solitary and retiring and had fev/ friends.
For several years prior to enlistment patient had
ideas of reference, and decision to enlist was accom-
panied by anxiety and conflict. Removed from the pro-
tection of his family, breakdown followed within a
month. Patient revealed strong guilt feelings in the
sexual area, fearing impotency because of masturbation,
and, as in civilian life, was asocial and withdravrn.
Sense of failure and inferiority were predominant.
On admission to Veterans Administration Hospital
patient was egocentric, sullen, contemptuous, blocked,
confused, retarded and suspicious. Condition in hos-
pital improved rapidly, and patient was granted a trial
visit on September 2, 1944,
Destructive influences in the family background of this
patient were the neuroticism of mother, mother's accident re-
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suiting in emotional trauma to patient at the age of seven,
and overprotective attitude of family toward patient.
Abnormal trends during developmental years included psy-
chosomatic symptoms following the above-mentioned trauma, an
undeveloped ego with overdependence on mother for fulfillment
of emotional needs and on brother with whom he identified,
and a tendency to withdraw, to hide himself away from social
contacts which he feared.
Following enlistment patient, bav<?ically asocial, se-
clusive, and unstable, revealed sexual conflict and became
confused in face of a threatening and unfamiliar situation.
During illness patient revealed the sense of failure
characteristic of the inadequate, overdependent person, and
inability to face crises or make decisions without excessive
anxiety was revealed in sullen, confused, uneasy, suspicious
attitude. Conflict in the sexual area was expressed by fears
regarding masturbation and impotency. Always retiring and
seclusive, patient continued to live within himself, and i-
deas of reference were marked. Prognosis for permanent re-
covery was poor although recovery was rapid,
CASE NO. 6
RAYl^IOND
Twenty-six year old, white, American-born, Pro-
testant, single man was inducted in the Army on May 3,
1945, was a private in rank, discharged as undesirable
on April 12, 1944, and admitted to the Veterans Hospi-
tal on May 25, 1944,
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Patient was the only child of a dominant, ambitious,
overindulgent mother and a defective father. Father,
who was irresponsible, lazy, a poor provider, inclined
to be melancholy, died a suicide. Mother had divorced
father because of his lack of interest in the home. Sev-
eral of the paternal relatives were defective, shiftless,
and irresponsible, and at least two were confined to
state hospitals for the mentally ill,
j
As a child patient was overindulged by mother, was
extremely popular with his contemporaries, and enjoyed
activities of mixed groups. In early adolescence trau-
mata were produced by the breakup of family unit, re-
marriage of mother, and death of father. Patient suf-
fered a "let-down" from which he apparently recovered
uneventfully and graduated from high school with honors
at the age of eighteen. Patient continued to excel in
social achievement and only mark of instability v/as a
tendency to alcoholism. Patient's employment v/as that
of a gas station manager, later a poultry worker, and
finally a motor assembler for General Electric. In all
of thsse adjustment was fair.
When inducted at the age of twenty-five patient re-
belled against submitting himself to military life, was
a poor soldier, complained of Army discipline, frequent-
ly escaped from it by running away, in the absense of
|
the mother figure to save him from a severely frustrat-
||
ing situation, and as a result was discharged as unfit
for service. Psychotic behavior became evident and pa-
tient wandered around the country in a confused state.
On arriving home he was noted to be dull, apathetic,
careless of his appearance and let-down in his faculties.
Finally he became unmanageable, refused to bathe, and
read nursery rhymes aloud, regressing to the state of
a helpless, dependent child.
On admission to the Hospital patient admitted having
had one experience of auditory hallucinations and nu-
merous delusions. He was dull, apathetic, and disin-
terested, restless, simple, childlike, suggestible and
,
completely disoriented. Judgment and insight were lack- |i
ing. Family lacked understanding of his condition and
was hostile toward an outside force set up to care for
him. He was discharged against medical advice, on the
insistence of family, on July 15, 1944, without full
benefit of hospitalization.
• ,
,
r
Unfavorable determinants in this case included: the fact
that patient was an only child; father, irresponsible, lazy,
a poor provider, with psychotic tendencies, died by suicide;
paternal relatives were defective, shiftless, irresponsible
and psychotic; divorce of parents when patient v/as fourteen
years of age; mother personality worked against independence.
Only marks of instability in patient prior to service
were a "let-down" period at the age of fourteen and a tend-
ency to alcoholism.
First serious maladjustment followed induction. Rebell-
ion against induction and resentment of Army regulations re-
sulting in several AWOL's made patient unsuitable for service,
and he was discharged. Acute illness followed quickly, with
marked deterioration and regression to the childhood level,
the period during which he had been happiest, indulged in the
home and an important part of his social group.
The "let-down" of early adolescence following traumatic
experiences was repeated v/hen patient became dull, restless
and indifferent. Prognosis in this case was only fair,
CASE NO, 7
HENRY
Twenty- three year old, white, American-born, Roman
Catholic, single man enlisted in the Navy on Febmary 28,
1942, attained the rank of Yeoman second-class, and was
admitted to the Veterans Administration Hospital from a
Naval hospital on November 21, 1944,
Patient was one of five children of American-born
parents, and the product of a home broken by early death

of mother, persistent, unreasonable fear of stepmother
who in reality favored him, and indifference of father.
Father, president of a plumbing concern, was not a fam-
ily man,' did not understand the needs of his children
and ignored them.
At the age of five patient suffered physical trauma
in the form of skull fracture and shock from which he
appeared to recover uneventfully. Patient had frj.ends
of both sexes, enjoyed group activities but was reticent
and subject to the v;ill of other family members. Inse-
curity was increased by father's complete rejection of
him in adolescence when patient was forced to seek haven
with relatives who had befriended him previously. Pa-
tient was an average student and graduated from high
school after which he Joined the CCC and later worked
first as a restaurant helper and finally as a stock boy.
Heterosexual adjustment appeared normal.
Patient enlisted at the age of twenty-one and for
two and a half years accepted Naval life as he had fam-
ily life, then showed definite paranoid symptoms, be-
coming hostile, aggressive, and delusions revealed per-
secutory and sexual trends.
On admission to Veterans Administration Hospital
no delusions or definite paranoid ideas were elicited,
although a paranoid trend seemed evident in general make-
up; patient v/as unstable, suspicious, withdrawn and re-
tarded. Insight and judgment were limited. Although
indolent and asocial in manner, he was, as previously,
a good worker when assigned to a specific task. Patient
was granted a trial visit on January 27, 1945, to family
which had befriended him previously.
Significant in family background were the following fact-
ors: early broken home resulting from mother's death; re-
marriage of father; father's indifference; fear of stepmother;
aggression of other family members; and rejection of patient
in adolescence.
Resulting personality inadequacy was revealed in marked
reticence and submission to domineering family
eio
A hitherto sublimated resentment against the rule of the
more aggressive did not reveal itself until patient had been
in service two and one-half years. With the breakdown of his
inhibitions patient became hostile, combative, uncooperative,
and deluded.
In civilian life patient had compensated for inadequacy
by acceptance of his social situation, and only in the deter-
ioration of his illness did he have the courage to express
his deep-seated suspicions, resentment and aggression. As he
recovered he again withdrew and subjected himself to the will
of others. Prognosis for adjustment was unfavorable.
CASE NO. 8
WALTER
Twenty-eight year old, P'.iiite, American-born, Roman
Catholic, single man entered the Army on July 7, 1942,
was a private in rank, and was admitted to the Veterans
Administration Hospital on June 20, 1944, from an Army
general hospital,
,
Patient was the only child of parents who separated
during his early childhood, and he lived thereafter to
the age of fourteen with relatives who described him as
a normal, fine boy. At fourteen he returned to live with'
his mother who indulged him, and he became unstable, ir-
responsible, and happy-go-lucky, in contrast to early
emotional maturity. Appearance was unusually neat. Pa- '
tient was large for his age and was a leader. Mother,
who was fifteen at time of patient's conceotion, had very
little feeling of responsibility as a parent but compen-"
sated for this by overindulgence of patient. Mother tra-
velled a great deal as an actress, had a paranoid trend
in her own personality, and at one time was a patient in
a state hospital for the mentally ill.
Patient completed the eighth grade at fourteen. Oc-
cupational adjustment was poor, patient holding many un-
skilled jobs including fruit clerk, truck driver, and

cook' s helper
Over a two-year period there was a distinct person-
ality change with delusions of persecution, excessive
drinking, and at the age of twenty-one patient was hos-
pitalized with diagnosis of paranoid dementia praecox.
Patient was extremely sensitive about being on probation
for the theft of a jar of cider. State hospital was of
the opinion that remission could be expected under suit-
able social conditions.
In spite of history of mental illness, patient was
accepted for service at the age of twenty-six, completed
basic training, but while in service in North Africa in-
ability to face the situation revealed itself in psycho-
somatic complaints, patient becam.e seclusive and pre-
occupied and was returned to the United States where he
was discharged as unfit for service.
On admission to Veterans Administration Hospital
patient was suspicious of food, clung to somatic com-
plaints, was guarded and evasive, surly, irritable, de-
manding, aggressive and without insight. He was assign-
ed to a work detail but preferred to be idle. Later ad-
justment found him neat, pleasant but continued evasive
and without judgment or insight. However, following
initial readjustment period recovery was rapid and he
was granted a trial visit to aunt on July 25, 1944.
The following significant factors appeared in this pa-
tient's family set-up: patient was an only child; home was
broken in early childhood by the separation of parents; re-
moval from stable home of relatives at the age of fourteen
and return to unstable mother; overindulgence by mother in
compensation for her own guilt in rejecting patient in early
childhood; nomadic tendencies of mother; mother's history of
mental illness; rejection by father.
Abnormal personality traits were first revealed after
the age of fourteen when patient became unstable, irrespon-
r
sible, and made a difficult work adjustment, change in per-
sonality coinciding with the return into his life of unstable
mother. At nineteen there appeared to be a distinct person-
ality upheaval with excessive drinking, an arrest for steal-
ing, and delusions of persecution over a six-month period
resulting in hospitalization in an acute psychotic episode
at the age of twenty-one. Less than five years later patient
was accepted for military service, and acute breakdown re-
curred when 5«.tient was faced with the threats of active ser-
vice. At that time patient sought escape through psychosoma- 'i
tic complaints and withdrawal from social contacts, and as a
1
result was discharged as unfit for service.
In the protecting hospital environment patient clung to
psychosomatic complaints, preferred to remain idle, and trans-
ferred to the hospital personnel the suspicions, irritability,
and resentment toward the mother who had deprived him of emo-
tional security. As he recovered patient, although neat,
pleasant and superficially confcrming, was in reality guarded
and aggressive in keeping with the picture of adolescent in-
stability; happy-go-lucky attitude and need to excel persis-
ted. Prognosis for adequate adjustment was fair,
CASE NO, 9
WESLEY
Thirty-eight year old, white, American-born, Roman
Catholic, married man enlisted in the Army on October
16, 1942, and was admitted to the Veterans Administra-
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tion Hospital from an Army general hospital on May 23,
1944, at which time he held the rank of Captain.
Patient was one of three children of American-born
parents. Father, a college graduate who supported his
familj^ from income from investments, quiet, likeable,
died when patient was sixteen years old. Mother, an
invalid at time of patient's hospitalization, had been
interested in charity work when younger, was argumen-
tative and ruled the household. Patient's two sisters
had married doctors.
An only son, patient, like his father, was domin-
ated by mother and sisters who met his every wish. Com-
petition was keen among siblings, and patient covered
a deep feeling of inferiority by an authoritative, a-
loof manner and wilful behavior. Patient was never sat-
isfied with the mediocre, and goal was the best in ev-
erything. Scholastic and professional achievements were
superior. Prior to Army service patient was a brilliant
medical specialist with a private practice and a pro-
fessorship in a large university. Postgraduate study
was carried on in Vienna and the United States,
Patient married his secretary, a woman of inferior
social status, who bore tv;o children, and marital life
was apparently happy with patient ruling the home. Chief
satisfactions were derived from professional superiority,
music, and his children.
At the age of thirty-six patient enlisted for the
purpose of using his medical skill to give service to
others but was frustrated in attaining this goal xvhen
placed in charge of a medical supply unit. Breakdov/n
followed minor surgery in the form of a sinus operation,
and symptoms of a paranoid condition included an ob-
session that he had been "bad". He became seclusive,
uncommunicative, irritable, demandatory, violent on
occasion, and had feeling of depression and guilt.
On admission to Veterans Administration Hospital
behavior followed that of childhood and adolescence,
being aloof, guarded, suspicious, demandatory and cling,
ing to his professional skill as a mark of superiority.
Judgment and insight v;ere impaired.
Patient's condition improved rapidly when removed
from threatening situation and he returned to family.
• • •

Significant in the background of this patient were the
domineering, aggressive personality of mother and sisters,
a nomadic family life due to father* s business, and overin-
dulgence of patient by the women in the household.
From early childhood patient felt inferior, was unable
to cope with sibling rivalry, and attempted to compensate
by an aloof manner and the performance of a perfectionist,
excelling whenever possible. In adult life he selected as
wife a woman socially inferior whom he ruled as he had been
ruled.
Patient enlisted to serve, thus boosting his ego. How-
ever, Army experience was a frustrating one and reaction to
disappointment revealed itself in marked personality change
following minor surgery.
In his illness patient reacted to frustration and the
domination of a force more powerful than his own by revert-
ing to the aloof manner of childhood, by a display of skill
as a mark of superiority, and by violence which he had felt
but had not allowed himself to display previous to the psy-
chotic relaxation of inhibitions. When legitimate sources
of satisfaction again became available patient recovered
quickly and prognosis was good.

CASE NO. 10
ROBERT
Thirty year old, white, Araerican-born , Roman Catho-
lic, single man was inducted into the Array on July 31,
1940, was a private in rank, and v;as admitted to the
Veterans Administration Hospital from an Army station
hospital on May 14, 1944.
Of Polish parentage, patient grew up v;lth two sis-
ters in home broken by mother' s death by sunstroke when
patient was five years old. Father, a laborer, remar-
ried. Birth of two half-brothers threatened patient's
position in the home, and inadequate adjustment was
marked by enuresis until the age of twelve, seclusive-
ness and fear of strangers, thunder, lightening, and
the dark.
Patient repeated several grades, completed the
sixth grade at fifteen, and later graduated from night
grammar school. Patient was not a steady v/orker, hold-
ing various jobs as textile worker, bus-boy, and garage
helper. He drank to excess, had two arrests for drunk-
enness, and from the age of eighteen was described as
"nervous "
.
Patient was inducted at the age of twenty-six and
met the rigid discipline of Army life by insubordina-
tion for which he was punished by court-martial. Un-
reasonable fears, particularly of the dark, were per-
sistent, and patient was hospitalized when he became
suspicious, disturbed, apathetic, heard persecutory
voices, and talked and ate little.
On admission to Veterans Administration Hospital
patient was inaccessible, resistive, fearful, confused,
depressed, suspicious and asocial. Gradually he became
more cheerful but was unpredictable, threatening at
times, and had elopement tendencies consistent with his
basic insecurity.
Significant factors influencing patient's developmental
years were the probable cultural conflicts between Polish-
born parents and American-born children, the death of mother
when patient was five years old, advent of stepmother and

half-brothers who threatened his emotional security.
Defects in developing personality were revealed in a
prolonged period of enuresis, fears, a tendency to seclu-
siveness, anxiety expressed by nervousness, and excessive
use of alcohol as he grew older. School and economic ad-
justments were inadequate.
Instability was demonstrated in service when patient
was unable to accept Array discipline and restrictions. Var-
ious fears continued to have a marked influence on the dir-
ection of his behavior.
During hospitalization patient, fearful as always, v/ith-
drew from social contacts. As he became accustomed to his
surroundings, he became more cheerful, but instability con-
tinued to reveal itself in unpredictable behavior, and a
permanent insecurity was expressed by threats and elopement
tendencies. Prognosis for any permanent recovery was poor,
CASE NO. 11
RALPH
Twenty-four year old, white, Ameri'can-born, Pro-
testant, single man was inducted into the Army on May
13, 1942, private in rank, and was admitted to the Vet-
erans Administration Hospital from a state hospital for
the mentally ill on April 17, 1944.
Patient, of Greek parentage, was the oldest of six
children, others being apparently well-adjusted. Father
owned and operated a small store and income was moderate.
Patient grew up under the influence of melancholy, over-
religious mother and parental conflict. Patient left
school in the tenth grade, adjustment having been good
until a sudden slump in the seventh grade. Thereafter,
II
patient was employed in his father's store but employ-
ment record was poor. Although of average intelligence,
he lacked ambition.
Unlike his siblings, patient had always been moody,
immature, thought himself superior, was unfriendly, and
did not make social contacts easily. Physically he had
a slight hypertension, acne, small genitalia and very
slight hair distribution.
Inappropriate reaction of complete indifference
was noted at the age of twenty-two when he was involved
in a serious auto accident. The following year perse-
cutory delusions and hallucinations v;ere evident when
he thought people were looking and laughing at him and
he preferred to remain in bed all day. He was drafted
in this condition the following year.
Patient was first hospitalized six months after
induction when he was observed to be apathetic, unco-
operative and threatening. When discharged to his fam-
ily as unfit for service he was indifferent, profane,
impulsive and threatened his mother.
On admission to Veterans Adjninis tration Hospital
patient was preoccupied, evasive, confused, indiffer-
ent, and only partially oriented. He- had no insight,
was disheveled, asocial, depressed, assaultive and des-
tructive. Delusion that mother v/as trying to kill him
persisted, and on one occasion he attempted to choke
her during her visit.
Patient' s developmental years were shadowed by the in-
fluence of melancholy, overreligious mother, parental con-
flict, and inferiority to more aggressive, more stable sib-
lings.
Patient attempted to compensate for immaturity by an
attitude of superiority, withdrawal from social contacts,
and inability to adjust to his environment was revealed in
a resort to moods. Patient was actively psychotic for one
year prior to induction, having ideas of reference, and was
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drafted in that condition.
Illness was not noted until six months after induction
when a defective personality, inadequate to cope with the
new way of life, sought to protect itself by retreating in-
to apathy, threats and other uncooperative behavior. Even
then patient v;as not hospitalized for psychiatric study and
treatment but was discharged as unfit.
Illness followed the childhood pattern of compensatory
withdrawal and indifference. Attitude of superiority was
lacking in acute phase of illness. For the first time pa-
tient gave overt homicidal expression to his long-standing
hatred of melancholy mother who had frustrated him in his
natural effort to develop a strong ego. Prognosis for re-
covery was poor.
CASE NO. 12
LOUIS
Forty-one year old, white, American-born, Pro-
testant, married man was inducted into the Army on
August 2, 1942, attained the rank of private first-
class, and was admitted to the Veterans Administra-
tion Hospital on March 26, 1944 from an Army station
hospital.
Patient had one brother, two half-brothers and
three half-sisters. Although acute breakdown did not
occur until middle age, patient disclosed a marked
schizophrenic trend during developmental years. Fa-
ther was mentally ill, died in a state hospital v.rhen
patient was eleven years old, home being broken up
just when patient was entering upon the adolescent
period. Patient was rejected by mother who remarried,
and adolescent years were spent in the home of a pat-
ernal aunt who was mentally ill, disciplined patient
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severely, called him "crazy" and ridiculed his father.
Patient liked his mother and half-siblings but had very
little contact with them.
Patient had periods of depression, was reticent,
a worrier, had no close friends but liked animals and
read a great deal to "improve his mind". Patient com-
pleted three years of high school and derived satis-
faction from his school work. Later he took a corres-
pondence course in lav;. However, he made only a mar-
ginal occupational adjustment, working for short per-
iods as a grocery clerk, foundryman, moulder and fin-
ally established a small business as a painter.
Patient married a woman ten years his senior who
could not bear children, and this was a keen disap-
pointment to him. Patient had always been conscious
of a deep feeling of personal inadequacy and as he
grew into adolescence began to drink to be a "big fel-
low". Feeling of dissatisfaction with his own perfor-
mance was persistent, and, after a year of Army ser-
vice, v;as carried into the actively psychotic state
when patient became self-condemnatory, anxious and
suicidal, rigid and withdrawn, with gradual deterior-
ation and development of an elaborate delusional sys-
tem.
On admission to Veterans Administration Hospital
physical examination revealed peripheral arterioscler-
osis and acne. Patient stated he had not "used his
people right and was to blame for everything". Grad-
ually he became more retiring, apathetic, and unob-
trusive, lacked initiative, was assaultive on occasion
and had somatic delusions. Five months after admis-
sion patient was strongly resistive, negativis tic , re-
fused to eat, and continued to be suicidal.
Significant environmental factors in the background
of this patient were the mental illness and death of fa-
ther, second marriage of mother resulting in the breakup
of patient's home, influence of unstable aunt, and finally
neglect by mother and half-siblings who rejected his offer
of affection.
I
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Developing personality revealed marked schizophrenic
trends with periods of depression, anxiety, feeling of in-
adequacy, withdrawal and finally the excessive use of al-
cohol. However, acute breakdown did not occur until pa-
tient was middle-aged because patient had been able to com-
pensate for inadequacies by an interest in animals, exten-
sive, purposeful reading, and work satisfaction.
While in service patient resorted to psychosomatic
complaints in order to avoid further participation in Army
routine, and he became asocial, suicidal and deluded.
While in the hospital patient clung to somatic delu-
sions, was self-condemnatory since ego had had little op-
portunity to develop normally. Deterioration was rapid,
and five months after admission patient was strongly re-
sistive and suicidal. Prognosis for recovery v;as poor.
CASE NO. 13
ANTHOI^IY
Twenty-three year old, white, American-born, Ro-
man Catholic, single man inducted to the Army on Aug-
ust 8, 1942, was a private in rank, was discharged on
June 13, 1943, admitted to a Veterans Administration
Hospital on June 15, 1943, granted a trial visit Jan-
uary 15, 1944, and was admitted to the Bedford Veter-
ans Hospital on February 24, 1944 while on trial visit.
Patient had four sisters. Father, employed only
intermittently as a laborer, had a court record for
Drunkenness. Mother supplemented family income by her
work as a mill operative. Patient completed grammar
school at the age of sixteen after repeating several
grades. Basic insecurity and feeling of inadequacy
were revealed in poor scholarship and behavior. On

leaving school patient secured mill employment which
he gave up for several other types of work, was not
dependable, needed supervision, and lacked construc-
tive goals. Patient drank to excess and had one ar-
rest for Drunkenness at the age of twenty-one. Phy-
sically patient was handicapped by a muscular atrophy
of one side of the face and defective vision, being
extremely selfconscious regarding the former.
In civilian life patient compensated for physi-
cal and personality defects by a good sense of humor,
enjoyment of leadership in group activities, made a
normal heterosexual adjustment, never resented criti-
cism or correction, was the life of the home, to the
support of which he contributed when employed. Hobby
was the collection of coins and stamps.
Patient was inducted at the age of twenty-one and
five months later contracted gonorrhea for which he
was hospitalized five months. During this period pa-
tient revealed signs of mental disturbance, becoming
irritable, argumentative, resistive, threatening, sus-
picious, and deluded. Voices reviled and tried to
discourage him, and he attempted suicide.
On admission to Veterans Administration Hospital
patient had vague hallucinations, some blocking of
thought, and admitted being nervous, angry and argu-
mentative at home before police were called to remove
him. He had very little insight, was confused, rest-
less, depressed, disheveled, and wore a silly smile.
He did not mingle much and felt that all people were
against him, reading his mind and trying to hypnotise
him.
In this case a significant factor in the family back-
ground was the instability of father as expressed by alco-
holism and failure to provide adequate support.
Abnormal personality trends included irresponsible be-
havior, and instability was revealed in alcoholism. School
and employment records revealed insecurity in sharp relief.
At no time was he self-sufficient, and the course of his

life had no direction although there were compensatory
factors including social leadership and hobbies.
Onset of acute illness followed hospitalization for
treatment of a venereal disease after five months in train-
ing.
_
During hospitalization, behavior was governed by mark-
ed paranoid hallucinations and delusions, and suicidal
thoughts. Deterioration and asocial behavior in contrast
to former compensatory social attributes were marked. Prog'
nosis was poor,
CASE NO. 14
BART
Twenty-nine year old, white, American-born, single
agnostic was inducted to the Army on September 2, 1942,
was a private in rank, and was admitted to the Veter-
ans Administration Hospital from an Army station hos-
pital on February 5, 1944,
Patient was one of four children of Russian-born
Jev/s, Father owned a paint shop and suffered from a
cardiac disease. Mother was described as "sensible".
One married sister was a pharmacist, the other married
sister a social v/orker, and brother had been a pharma-
cist prior to service.
Patient had scarlet fever at the age of eleven.
Family described him as moody and queer during devel-
opmental years. Wilful, quick- temDered, labelled as
"different" in the family group, patient compensated
for inadequacy and frustration by fighting for what
he wanted without regard for others, attached himself
to no-one, and had an attitude of bravado.
Family was ambitious, and patient followed the
pattern up to a point, was a fair student, completed
a law course but failed to pass the bar and lost in-
terest at the age of twenty-six. He was first em-
ployed as a shoe salesman, and for ten years prior

to induction was a machine operator in a shipyard.
Patient enjoyed sports in which he could excel such
as tennis and swimming. Although he claimed consid-
erable heterosexual experience, he revealed homosex-
ual ideas. He had several arrests for speeding, thus
finding expression for his aggression against society.
Patient was inducted at twenty-seven, never liked
Army life, and while overseas in July, 1943, was hos-
pitalized when he became overactive, irritable, de-
pressed, assaultive, and destructive. He had a push
of speech, pathological euphoria, vague suspicions
that "Bristol girls may be British agents". Personal
hygiene was filthy and he masturbated openly, showing
marked deterioration to an infantile level.
On admission to Veterans Administration Hospital
physical examination revealed active pulmonary tuber-
culosis. Nihilistic ideas with attitude of hopeless-
ness and unv/orthiness were outstanding, and although
he conformed to routine he needed a great deal of re-
assurance. He continued to be depressed, confused,
apprehensive, asocial and indifferent.
Significant familial determinants in this case inclu-
ded probable cultural and religious conflicts and the chron-
ic illness and resulting inadequacy of father.
Early developmental years were marked by moodiness,
bad temper and feelings of frustration and inadequacy for
which patient compensated by an attitude of bravado, a
bold disregard for the rights and feelings of others, and
by excelling whenever possible. Latent homosexual tenden-
cies were a further indication of emotional under-develop-
ment
.
Deterioration of the schizoid personality became ap-
parent in service following induction, and alternate eu-
phoria and depression, homicidal tendencies and sexual re-
I-
gression marked the paranoid pattern.
During hospitalization he continued to be depressed,
apprehensive, asocial and indifferent but, no longer con-
scious of the need to excel in a competitive world, patient
became an indifferent conformist under the restrictions of
hospital routine. Long-standing feeling of hopelessness
was revealed in nihilistic ideas and attitude of complete
unworthiness
.
Prognosis was poor.
CASE NO. 15
PETER
Thirty-three year old, white, American-born, Ro-
man Catholic, single man enlisted in the Army on April
4, 1942, was a private in rank, was discharged on Oct-
ober 25, 1942, and admitted to the Veterans Adminis-
tration Hospital from a psychiatric clinic on December
8, 1944.
Patient was one of four children of American-born
parents. Father owned a grain mill and was a good pro-
vider. During patient's childhood schizoid trend was
revealed through fears, seclusiveness , and inability
to accept frustra.tions. Patient had many boy-friends
but never developed beyond the adolescent homosexual
level, and stated he had had no heterosexual exper-
ience. His only girl-friend had had a nervous break-
down simultaneously with patient in 1936, Patient was
a devout, practicing Catholic, Hobbies were bowling
and skating.
Family was ambitious and successful, but patient
was unable to meet family standards and when, after
one year of college, family suffered financial re-
verses, patient was dismissed because of failure to
meet scholastic requirements and became actively psy-
chotic.
On recovery he failed to attain his former level
of adjustment in the competitive world and economic
achievement was only marginal. First employment was
that of sports editor; later he was e.nployed on the
I
WPA, and finally as mechanic in defense plants where
he found the "vile talk" of fellow workers intolerable.
Patient accepted Induction willingly at the age
of thirty-one but found it impossible to adjust to
Army routine, assignments were met with increasing
irritability, patient developed ideas of hypnotism
and reference, and he felt that he was being exploited
in penance for his past sins. Patient continued to
find rough male conversation offensive and revealed
marked conflict in the sexual area.
On admission to Veterans Administration Hospital
patient thought that people were exerting influence
over his sexual organs. He was suspicious, querulous,
apathetic, listless and confused. He read a prayer
book constantly, talked about a "raw deal", was bel-
ligerent but not actively combative, and was complete-
ly controlled by hallucinations and delusions. Al-
though ashamed of the stigma of mental illness, fam-
ily was cooperative and accepting of hospital recom-
mendations of treatment.
Case history revealed no destructive determinants in
the family background. However, patient's deep-rooted anx-
ieties and emotional insecurity were expressed by night-
mares in childhood. During developmental years patient
was fearful, aloof, unable to adjust with normal facility
to frustrating circumstances, and psychosexual development
was retarded. An acute psychotic episode was recorded at
the age of twenty-five following academic failure coupled
with financial reverses of a hitherto successful and ambi-
tious family. Following remission of acute symptoms pa-
tient failed to make an adequate adjustment, and mental
health at time of induction five years later was question-
able.
Ii
Patient accepted Induction as he had accepted other
life situations, without aggression or expression of re-
sentment. However, he found the service situation frus-
trating and reaction to assignments was a reappearance of
acute paranoid symptoms, .
On admission to hospital deterioration revealed it-
self in confused reactions, listlessness , occasional aggres-
siveness, and patient was completely controlled by hallu-
cinations and delusions in the fields of sex and religion.
Prognosis was poor.
CASE NO. 16
ROGER
Twenty-four year old, white, American-born, Pro-
testant, single man enlisted in the Army on June 24,
1940, attained the rank of Technician- five , and was
admitted to the Veterans Administration Hospital on
June 30, 1944 from an Army general hospital.
An only child of totally inadequate, irrespon-
sible parents, patient was rejected in early child-
hood by alcoholic father who deserted and by mother
who was institutionalized first because of sexual ir-
regularities and later with diagnosis of Dementia Prae-
cox, Hebephrenic Type.
Patient grew up in foster homes of a state child
care agency where needs were not met. Although school
adjustment was fair, he v;as rebellious and resentful
in personal relationships. Alcoholism and stealing in
adolescence, resulting in commitment to a penal insti-
tution, revealed deep insecurity and aggression against
society which had failed him. Employment record in a
laundry was fair. Heterosexual relationships were ap-
parently satisfactory. At the age of nineteen patient
was committed to a state hospital for the care of the
mentally ill and the following year enlisted in the
Army.
. r. J /
While in service in Panama patient contracted
malaria and was discharged as unfit for service due
to a "nervous" condition. On returning to the United
States he became confused, hallucinated and disturbed.
When hospitalized he shov/ed a marked religious con-
flict, was suspicious, sullen, and only superficially
cooperative.
On admission to Veterans Administration Hospital
tests for malaria were positive. Patient was sullen,
suspicious, evasive, tearful, and mildly threatening.
Patient had no contact with natural family but express-
ed interest in former foster parents. He was discharg-
ed on December 20, 1944 as having received the maxi-
mum benefit from hospitalization.
Significant familial determinants included socially
inferior stock, inadequacy of father revealed by alcoholism,
failure to support, and rejection by desertion; maladjust-
ment of mother whose history included commitments to penal
and mental institutions; broken home and casual placements
in homes which did not meet patient's emotional needs.
Maladjustment was noted early in developmental years
when patient was disobedient, impulsive and un trus tv/orthy
.
A deep insecurity, resentment and rebellion found express-
ion in stealing and alcoholism, resulting in commitment to
a correctional school for juvenile offenders followed by
commitment to a state mental hospital at the age of nine-
teen. The following year patient enlisted and was accepted
for military service.
Patient v/as discharged from service as unfit following
an attack of malaria. On returning home under the burden
of one more rejection, behavior assumed a markedly paranoid
I
coloring following the life-long pattern of aggression
against an alien society, v
Behavior in hospital revealed persistent paranoid de
lusions, emotional insecurity and hopelessness for the fu
ture. In self-defense he continued evasive and mildly
threatening. Prognosis was poor for a consistently ade-
quate social adjustment.
II
CHAPTER VII
CONCLUSIONS
At the outset of the study the first problem presented
was, "Will the study reveal (1) common significant elements
in the family background, (2) abnormal personality traits
common to the group, and (3) psychotic or prepsychotic be-
havior in civilian life at any time prior to induction or
enlistment?
"
In two of the sixteen cases no significant factors in
the family background were disclosed through the social his-
tory. However, it must be borne in mind that in no case can
it be assumed that history was complete. Fourteen cases re-
vealed definite neuropsychiatric determinants in either par-
ents or collaterals. These included mental illness, suicide,
alcoholism, and neurotic or schizoid tendencies without act-
ual breakdown. Illegitimacy, parental rejection, parental
conflict, broken home and sibling rivalry were noted fre-
quently in cases of long-standing emotional maladjustment,
A deeply rooted feeling of insecurity and the resulting
inadequacy to cope with life situations may usually be traced
to such factors as the above. The awareness of belonging to
and being a part of a permanent, stable home is strong in
every child, A home with his parents is his birthright, and
lack or loss of it may be disturbing in the extreme. These
factors do not necessarily lead to psychotic behavior, but
II
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the individual who develops a strong ego and a compensating
personality does so in spite of these handicaps.
In all cases abnormal personality trends, reaching psy-
chotic proportions in civilian life in three instances, were
evident. Enuresis extending beyond the infancy period indi-
cated maladjustment and rebellion against the established
order. Several drank to excess, while the majority revealed
such typical schizoid characteristics as feelings of infer-
iority, frustration, introversion, perfectionism, seclusive-
ness, impulsive and irresponsible behavior, unreasonable
fears, suicidal tendencies, periods of depression, and a
hopeless attitude toward the future. Outstanding were fears,
seclusiveness and irresponsible behavior. Although several
were well-liked by family and friends, they preferred to at-
tach themselves to hobbies or family members rather than to
compete with the larger social world.
The second problem facing the investigator was, "Is it
possible that a portion of this group might have been spared
for satisfying and useful social intercourse (1) had they
been submitted to early social manipulation, or (2) had they
been spotted by discerning, well-informed induction boards
and spared the threatening situations with v;hich they were
confronted in training and combat?"
Since the study revealed a wide variety of destructive
familial determinants and abnormal prepsychotic personality
traits easily discernable to those having contact with the
II
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child and adolescent, each of the cases studied might have
been submitted to social manipulation and psychotherapy long
before the acute breakdown, with the hope that by preventive
measure the patient might have been assisted toward a more
satisfying life adjustment.
It would appear from the above findings that a certain
proportion of those studied might have continued to make
community adjustments, satisfactory to varying degrees, if
spared the traumatic service situation. There is no reason
to assume that these men would have broken down at this par-
ticular time regardless of circumstances. The study reveals
that although in most cases the schizoid personality was of '
long standing, there were also, in most cases, certain com-
pensatory types of behavior, interest, etc., which assisted
in the maintenance of socially acceptable adjustments. Con-
tribution in some cases was inferior but indicated that an
individual social unit vjas surviving, no matter what the cost,
to fulfill its purpose and might have continued to do so in-
definitely. A knowledge of psychotic episodes or prepsycho-
|
tic tendencies should have eliminated these men automatically
from combat training and service.
jj
The third problem of the study was, "Were basic person-
ality traits revealed through patient's behavior during the
psychotic period? Can the social worker, through an aware-
ness of significant behavior and a knowledge of its meaning,
aid in the patient's readjustment to his larger environment

following his return to the community?"
During the acute stage of schizophrenic reaction there
were evident in each case certain basic personality trends
having their origins in the early developmental years. These
trends are of special significance to the social worker whose
purpose is to assist these men during the difficult adjust-
ment period follovring return to the community.
Outstanding among these were hopelessness, strong sense
of failure, sexual conflicts, reticence and withdrawal from
social contacts, irritability, fears, lack of initiative, in-
difference, irresponsible behavior. In many cases there was
a gradual response to a controlled, protective environment.
II
CHAPTER VIII
RECOmENDATIONS
The emotionally maladjusted citizen is the great-
est social calamity of our time and, since citizens are
patients, the most vital problem of medical practice.
The National Mental Health Advisory Council has estima-
ted that of the forty-thousand psychiatrists needed in this
country at the present time only three thousand are in prac-
tice. This is the reality situation facing those socially-
minded groups who are aware of the vast numbers of the pop-
ulation needing preventive, curative, or permanent custodial
care. Psychiatry as a living social science is still a dream.
As liason worker the psychiatric follow-up worker can be of
invaluable assistance in both preventive and curative work.
There is a need for more workers in the field of psychiatric
social work, trained and employed under the guidance of men-
tal hospitals and psychiatric clinics, with stress on the
interaction of psychiatry and social work, the latter being
the link between the psychiatrist and the people, as well
as the responsibility of the social worker in evaluating and
dealing with the social problems which arise from mental ill-
ness.
At the present time the majority of psychiatric social
workers are women. There is a need for more male workers,
especially in view of the fact that it is often desirable
11 Martin G-umpert~ ''What To Do With Neurotics", The
Nation, 163: 553, November 16, 1946.
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to appoint male workers in follow-up work with emotionally-
disturbed veterans. If a male worker is not available, an
effort should be made to link the patient with a male group
leader, clergyman, employer, clinic psychiatrist, etc., dur-
ing the readjustment period.
Without a knowledge of the individuals background and
developmental history the psychiatric social worker is akin
to the physician who would attempt to treat the patient with-
out sufficient knowledge of the symptoms. The worker should
obtain or be provided with a thorough knowledge of the pa-
tient's history prior to hospitalization in every instance.
To be most effective the psychiatric social worker
dealing with post-psychotic patients should have a limited
caseload, making frequent contact possible especially during
the early weeks and months of the readjustment period.
The psychiatric social worker is a family case worker
and as such must be freed from those "duties" which prevent
a maximum number of contacts with the families and other
community units which constitute the dynamic environment of
the discharged veteran.
The social worker is the coordinator of all resources
both individual and community and as such v;ill continue to
play a major role in the readjustment of post-psychotic pa-
tients.
Approved
Richard K. Conant, Lean
I(
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APPENDIX A
SCHEDULE
NAME NO.
AGE RACE
RELI GION
DATE ON WHICH ENTERED SERVICE 2.
DATE ON V/HICH DISCHARGED FROM SERVICE
DATE OF ADMISSION TO VAH
FATHER
MOTHER
SIBLINGS
FAMILY HISTORY OF NEUROPSYCHIATRIC DETERMINANTS
MARITAL
EARLY PHYSICAL DEVELOPMENT
EDUCATION
I
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EMPLOYIilENT HISTORY
SEXUAL DEVELOPMENT
HABITS AND HOBBIES
PERSONALITY DEVELOPMENT
ONSET OF PRESENT ILLNESS
HOSPITALIZATION;
PHYSICAL
NEUROLOGICAL
SYMPTOMS & ADJUSTMENT
i
APPENDIX B
SIGNIFICANT FACTORS IN FA^IILY SET-UP
1. Paternal aunt hospitalized, with diap;nosis of Manic-De-
prepsive. Manic Type.
Probable conflict of social standards betv;een Turkish
parents and American-born children.
Father's rejection of patient during: adolescence.
2. None noted.
3. Father's rejection of patient by desertion.
Death of sister at age of six.
Developmental years spent with mother and grandmother
who were overanxious due to death of sister, physical
frailty of patient, and desertion of father.
4. Illegitimacy of patient.
Lack of male figure in the home.
Mother "black sheep", not accepted by her family, and
no roots in community.
Nomadic way of life with no permanent childhood home.
5. Neuroticism of mother.
Traumatic experience at age of seven.
Family overanxious regarding patient.
6. Only child.
Father irresponsible, lazy, poor provider, melancholy
and a suicide.
Paternal relatives defective, shiftless, irresponsible
and psychotic.
Divorce of parents when patient fourteen.
Mother-personality preventing independence.
7. Early home broken by mother's death.
Remarriage of father.
Fear of stepmother.
Father's indifference.
Domination by other family members.
Rejection by family in adolescence.
I
8. Unly child.
iriroken home and parental rejection.
Keturn to mother who overindulged him at fourteen.
iMomadic life of mother.
ir^aranoid trends of motner v/ith at least one acute psy-
chotic episode and hospitalization.
9. Domineering and aggressive personalities of mother and
sisters who ruled household and overindulged patient.
JJ'amily travelled a great deal during patient's child-
hood.
10, Death of mother when patient five years old.
Presence of half-"brothers in nome.
rrobable cultural conflicts between Jt-olish-born parents
and American-born children.
11. iiiother melancholy and overreligious.
Parental conflict.
I'ersonality inferior to that of siblings.
12. Mental illness and death of father.
iJecond marriage of mother resulting in breakup of home.
Influence of unstable aunt.
iMeglect and rejection Dy iiotner and siblings.
13. if'ather alcoholic and poor provider.
14. Probable cultural and religious conflicts.
Chronic illness of father.
15. None noted.
16. Socially inferior stock.
Father alcoholic, irresponsible and poor provider.
Desertion by father.
Maladjustment of mother.
tiome broken and patient reared in inadequate foster
homes •
I
APPENDIX C
ABNOR^'IAL PERSONALITY TRENDS
1, Attention-seeking behavior.
Truancy.
Defective moral code.
Gambling, theft and rape.
Sexual promiscuity.
Attempted suicide.
2, Inadequacy in competitive employment situation.
3, Enuresis until age of five.
Introversion,
4, A "grief" since childhood.
Nomadic tendencies.
On defensive.
Ideas of inferiority.
Hopeless attitude toward future.
Feeling of persecution.
5. Seclusive and retiring.
Overdependence on mother and brother.
Psychosomatic symptoms following traumatic experience
at age of seven.
6. "Let-down" period at fourteen.
Alcoholic.
7, Retiring and reticent.
Submission to more aggressive family.
8, Irresponsible and unstable after age of fourteen.
Poor work adjustment.
Alcoholic.
Acute psychotic episode at twenty-one with hospital-
ization.
T
9, Felt inferior.
Aloof.
Perfectionist,
Wanted to rule wife and children as mother had.
Inability to cope with sibling rivalry.
10, Enuresis until age of twelve.
Fear of strangers, lightening, and the da.rk.
Seclusive,
Anxiety,
Poor school and work adjustments.
Alcoholism,
11, Moody,
Superior,
Immature,
Withdrawal from social contacts.
Drafted in psychotic condition.
12, Periods of depression.
Reticent and seclusive.
Alcoholic to be a "big fellow".
Anxiety.
Feeling of inadequacy.
13. Poor school and work records.
Never self-sufficient and needed direction.
Irresponsible behavior.
Alcoholism.
14. Moody.
Wilful.
Bad temper.
Frustrated.
Attitude of bravado.
Hurt others verbally.
Fears.
Arrest for speeding.

15, Nightmares as a child. ^
Fearful.
Retiring and seclusive.
Could not accept frustration.
Aloof.
Retarded sexually.
Psychotic episode at age of tv;enty-five.
16. Disobedient. -—
-
Impulsive,
Untrustworthy.
Psychotic episode with hospitalization at age of nine-
teen.
Occasional alcoholism.
Several arrests for stealing.
II
APPENDIX D
BEHAVIOR RESULTING IN HOSPITALIZATION
1, Apathetic during Army life.
Arrested for rape and first symptoms of illness seen
when he was refused furlough from jail to see his girl.
Depressed and apathetic.
Heard brother's voice.
Sexual delusions regarding sister.
2. Six months after joining Navy acted strangely at home
on furlough.
Loud voice.
Did not get along with brother and accused mother of
not wanting him.
Discharged because unfit.
Got job in shipyard but bothered by noise.
Persecuted by Jews and politicians.
Destructive, suicidal, homicidal, aggressive, impul-
sive, and alcoholic.
Threatened to kill sister to protect her from Nazis,
then threatened to kill self.
Wanted to be a priest.
3. While overseas increased nervous tension and delusions
of power noted.
4. Poor Army adjustment.
Discharged five months after induction and travelled
to Massachusetts to ascertain paternity.
Arrested for vagrancy and began to show psychotic be-
havior.
Said "pushed around" since sixteen.
5, Anxious and tense prior to enlistment in Navy, and one
month later hospitalized because thought people talking
about him.
Worried about impotency due to masturbation.
Sense of failure and inferiority.
Confused, unstable, asocial, and seclusive.

6. Poor soldier.
Did not want to enter service.
Complained of Army discipline.
AWOL number of times and finally discharged following
which became confused and wandered around country.
Dull, apathetic, careless in appearance, and let-down
of faculties.
Became unmanageable at home.
Refused to bathe.
Read nursery rhymes aloud.
Marked deterioration.
7. After two and one-half years* service in Navy became
aggressive, combative, hostile, uncooperative, and
evasive.
Had hallucinations and delusions of persecutory and
sexual nature.
8, Hospitalized overseas because of psychosomatic com-
plaints.
Became seclusive and preoccupied and returned as unfit
for service.
9. Frustrated in desire to help others in service.
Marked change of personality after sinus operation.
Became seclusive, uncommunicative, demandatory and
irritable.
Violent speech and bizarre behavior.
Feelings of depression, self-accusatory and obsessed
with idea he had been bad.
10. Court-martialed for insubordination.
Frightened by dark.
Talked and ate little.
Suspicious, disturbed, dull, apathetic.
Had delusions and hallucinations of persecutory nature.
Ideas of reference for one year prior to Induction and
drafted in this condition.
Six months later hospitalized because apathetic, un-
communicative and threatening.
On return to family indifferent, profane, impulsive
and threatened mother.
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12. i.etters to v^ife became abrupt and incoherent.
Reported to sick-call because weaK and tired,
isecame rigid, withdravm, asocial, uncomiTiimicative,
suspicious, and indifferent,
iiilaborate delusional system.
13. i'ive months after induction hospitalized for gonorrhea,
became irritable, resistive, argumentative, tnreaten-
ing, and suspicious,
riallucinations and delusions,
.iiuicidal.
14. disliked Army.
Filthy hygiene.
Masturbated openly.
jseeame overactive, irritable, assaultive, destructive,
had push of speecn and pathological euphoria with al-
ternate weeping.
15. Accepted induction v/iilingly but adjusted poorly.
Met assignments with increasing irritability.
i?'elt he was being punished for past sins,
developed ideas of hypnotism and reference.
Sexual conflict.
£a.ale conversation offensive to him.
16. iiad malaria and discharged because of "nervous" con-
dition.
On returning home became confused and suspicious, sullei^
and only superficially cooperative.
jtialluc inations
.
lAarked religious conflict.

APPENDIX E
BEHAVIOR DURING- HOSPITALIZATION
1. On admission indifferent, suicidal, feared father of
girl he had assaulted wanted to kill him.
Attitude of hopelessness and indifference,
God's voice encouraged him.
Adjusted well to hospital routine and became quiet,
neat and friendly.
Made bisexual advances.
Family did not want him and indifferent about leaving
hospital but eloped twice.
2. On admission patient overactive, voluble, facetious,
evasive, hypercritical, noisy, abusive and confused.
Persecutory trend marked.
Lacked insight and denied hallucinations and delusions
After difficult period of readjustment still had de-
lusions regarding sister.
G-ood v.'orker.
Gained some insight.
Adjusted well to hospital routine.
3. On admission patient had evidently passed through the
more acute stage of his illness.
Admitted bizarre ideas in past.
Felt misunderstood.
Made excellent hospital adjustment, was complacent,
compliant and enjoyed group activities.
4, On admission patient was actively psychotic, having
ideas of reference, was guarded, suspicious, circum-
spect, aloof, indolent and apathetic.
Eloped after two months.
5. On admission patient was egotistical, sullen, contempt
uous, blocked, confused, retarded and suspicious.
Strong sense of failure.
Improvement rapid.
On admission patient was dull, indifferent, restless,
childish, suggestible and completely disoriented.
Judgment and insight completely lacking.

7. On admission paranoid trend evident in general make-
up but no delusions or definite paranoid ideas eli-
cited.
Patient was unstable, unpredictable, suspicious, with-
drawn and retarded.
Insight and judgment limited.
Good worker on specific task, otherwise indolent and
asocial.
8. On admission patient had many somatic complaints , was
suspicious of food, guarded, evasive, surly, irritable,
demanding, aggressive and without insight.
Became neat, pleasant, preferred to be idle.
Recovery rapid after initial adjustment period.
9, On admission patient was guarded, evasive, demandatory,
opinionated, aloof, superior, susnicious.
Judgment and insight impaired.
Improved rapidly.
10. On admission patient was inaccessible, resistive, fear-
ful, confused, depressed, suspicious and asocial.
Gradually became more cheerful but unpredictable,
threatening at times.
Elopement tendencies.
11, On admission patient was preoccupied, confused, in-
different, only partially oriented, disheveled, aso-
cial, depressed, assaultive, and destructive.
Without insight.
Delusions involved mother on whom he made a homicidal
attempt, accusing her of trying to kill him.
12, On admission patient was self-condemnatory, confused,
evasive, anxious and suicidal.
Gradually became more retiring, apathetic and unob-
trusive.
Lacked initiative.
Had somatic delusions and occasional periods of as-
saultiveness.
Five months later was strongly resistive, negativistic,
refused to eat and was suicidal.
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13, On admission patient was hallucinated, blocked, con-
fused, restless, depressed, disheveled, and silly.
Limited insight.
Asocial and had delusions of persecution and hypnotism,
14, On admission patient was confused, apprehensive, aso-
cial, indifferent and suicidal.
Continued to be depressed, apprehensive, asocial, in-
different.
Quiet and cooperative when given great deal of reas-
surance.
15, On admission patient had delusions of influence re-
garding sex.
Was suspicious, querulous, apathetic, listless, con-
fused, and belligerent.
Talked about a raw deal,
Overreligious,
Completely controlled by hallucinations and delusions,
16, On admission patient was deluded, sullen, suspicious,
evasive, tearful, and had a strong religious conflict,
Doubtful regarding the future.
Mildly threatening.
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